Perinatal mortality and risk of delivery. What's happening in Italy?
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Italy is known to have one of the highest perinatal mortality rates in Europe, though in the last ten years the decrease in perinatal mortality has been extremely evident from 31.2%o in 1981 (first semester). This is due more to pathology of the pregnancy than to the delivery process. The incidence of mortality is irregularly distributed in the various regions in relation to the social and economic Status of the Status of the regions itself. In fact, in Tab such äs 13%o (Friuli Venezia Giulia) to values äs 27.7%o (Sardegna) but with constants in the perinatal mortality rate being highest in regions having a lower social and economic development (the South and the Islands). This paper is intended to evaluate what proportion of this perinatal mortality is still connected to the delivery considering that monitoring of labor is being more and more widely applied in Italy.
l Materials and Methods
We have used the latest statistical data published by the CENTRAL INSTITUTE OF STATISTICS [2, 3, 4] , the PRELIMINARY RESULTS OF PERINATAL 0300-5577/82/0010-0293$02.00 RESEARCH BY G.N.R. [1] and the data reported in the book L'ORGANIZZAZIONE DEL PARTO IN ITALIA [5] . The data adoperated in our work exclusively refer to those in 1976 since they were the only complete data we had at our disposal. The aim of this work is to evaluate the perinatal mortality connected to delivery, therefore enucleating the causes of mortality choosing only those we considered strictly connected tolabor: Dystocic delivery due to bone, organs and pelvic tissue abnormalities; dystocic delivery due to fetus-pelvic disproportion; dystocic delivery due to abnormal presentation of fetus; dystocic delivery due to abnormal propulsive forces; dystocic delivery due to other and non; specified complications; cordabnormalities; obstetrical traumas without men\tioned cause; in trauterine anoxia; neonatal non specified anoxia; early rupture of membrane. Furthermore, data obtained were grouped in statistical divisions per residence. These statistical divisions reflect the different socio-economic conditions ranging from zones highly industrialized such äs Northwestern Italy to zones almost exclusively agricultural such äs Southern Italy and the Islands. 
Discussion
In Italy, the number of deaths connected to delivery is still very high (one of every three newborn babies who died during the perinatal period). The incidence of mortality (äs value per se) is not homogenously distributed throughout the nation. In fact, although there is a relationship between socio-economical, geographical location and perinatal mortality rate, intrapartum death does not relate only to such factors. Indeed, Southern Italy, though reporting the highest rate of perinatal mortality, has the lowest rate of mortality connected to delivery. It should be added that the type of assistance given during labor has been, at last for the year taken into accoünt, the same throughout Italy. This can also be concluded from the data taken from the research (Preliminary results of perinatal research by C.N.R.) reported in five Italian centres (Trieste, Milan, Rome, Parma, Bari). In the centres the delivery care has been homogeneous. Thus, in the South, the high perinatal mortality rate is the result of complications arising during pregnancy and not due to the delivery itself. This is confirmed by the statistical data obtained regarding intrauterine death due to toxemia in different regions. In fact, Tab. III shows that the intrauterine mortality rate due to toxemia is 23.3% in Southern Italy, almost double the rate found in Northeastern Italy (12.1%). Another point to be considered is that intrapartum mortality does not seem to be modified by monotoring labor. In fact, äs Tab. IV shows, distribution and use of biochemical and biophysical monitoring is irregulär, favouring the North rather than the South and the Islands.
Tab. IV. Average number of modern obstetrical equipment per Institute in relation to the territorial district. 3 Furthermore, the structure of the maternity ward, another important factor, resultstobelessefficient in Southern Italy and on the Islands than in North (due to lack of the necessary equipment) (Tab. V).
Modern obstetrical Equipment
Territorial district North Central South Islands Cardiotocographer Amnioscope pH meter Ecographer Doppier Infusion pomp 1.5 2.2 0.7 0.1 1.5 0.4 1.0 1.7 0.6 0.09 1.2 0.3 1.1 1.6 0.8 0.1 0.7 0.3 0.9 1.3 0.4 0.1 1.0 0.
Conclusion
The following conclusion can be made from the above data: 1) In Italy the risk connected to labor is still high (one every three or four perinatal deaths). 2) Socio-sanitary factors and monitoring of labor do not seem to have any important bearings on the outcome of delivery -at least under conditions äs in Italy. 3) Perinatal mortality seems to depend on the socio-sanitary conditions of the populations. 4) Causes for the different distribution of perinatal mortality are likely to be related to the complications occurring during pregnancy. 5) Therefore eventual sanitary Intervention must be primarily aimed to prefer management of the pregnancy. The aim of this paper is to establish the exact incidence of risk in delivery äs related to perinatal mortality rate. The entire 1976 Italian population was statistically sampled (latest data available), specifically enucleating the sanitary data reported in 1976 by ISTAT (National Institute of Stätistics) for the various regions of Italy. Furthermore, the importance pf preventive Medicine in reducing the rate of perinatal mörtality is discussed. Our results showed that 29.2%, of total perinatal mortalities is connected to delivery. Yet in Southern Italy and on the islands (geographical districts with the highest perinatal mortality date reported) perinatal mortality was not principally due to delivery, showing that delivery is only one aspect of the complex problem of perinatal mortality, which is thus obviously not dependent on socioeconomical and territorial factors.
As other studies (I p. 131) report that the typesof delivery procedures adoperated during that period (1976) were relatively homogeneous throughout Italy, we may conclude that the high perinatal mortality rate in Southern Italy is due to pathology regarding the pregnancy and not to the risk in delivery itself. (This is probably true even for other countries). For example, toxemia could very likely be one of the main causes. Therefore, the real incidence of toxemia together with the actual way of monitoring labor, etc. should be re-evaluated and considered in reiation to the whole perinatal mortality. With this study, we obtained the following conclusions. Thus, from the point of view of preventive perinatal medicine, it could be more efficient to apply public health preventive actions during pregnancy than monotoring during labor.
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